Background: Idiopathic thrombocytopenic purpura (ITP) is one of the common causes of thrombocytopenia in the first and second trimesters of pregnancy. Herein, we report a pregnant woman with ITP with the aim to review the latest evaluation and treatment methods for ITP in the third trimester of pregnancy. Case description: The patient was a 23-year-old G2 P1 woman with gestational age of 33 weeks and 4 days, who was referred to hospital due to reduced platelet count (21,000) in the pregnancy screening tests. The patient was subjected to splenectomy after 3 weeks at gestational age of 36 weeks and 4 days, and cesarean section was performed concurrently to terminate the pregnancy. The patient was transferred to the ICU after surgery and was stable. The wound site was normal. Within a few days after the surgery, platelet levels increased to 80,000. Finally, the patient was discharged in a good general condition two weeks after the cesarean section, and was prescribed to take 5 mg prednisolone daily. Conclusion: ITP should be considered in all patients who are first diagnosed with single thrombocytopenia during pregnancy, especially if the condition is detected before the third trimester and with platelet count of less than 50,000. Depending on the course of the disease, patients should be thoroughly monitored for platelet levels for timely treatment.
INTRODUCTION
Thrombocytopenia is the most prevalent hematological disorder during pregnancy that affects about 10% of all pregnancies. Idiopathic thrombocytopenic purpura (ITP) is one of the common causes of thrombocytopenia in the first and second trimester of pregnancy (1) . This condition is also known as immune thrombocytopenic purpura. According to international epidemiological studies on adults, the estimated incidence rate of this condition is 1.6-2.7 cases per 100,000 individuals per year (2) . Contrary to gestational thrombocytopenia that accounts for about 80% of all thrombocytopenia incidents in pregnancy, the incidence of ITP is 2 cases per 1000 pregnancies and accounts for about 5% of all pregnancy-related thrombocytopenia incidents (3). ITP is not related to other causes of thrombocytopenia and is an autoimmune disorder. Its pathogenesis is associated with anti-platelet antibodies, particularly a set of IgG autoantibodies against one or more platelet glycoproteins. These auto-IgGs are responsible for the early destruction of platelets by macrophages in the spleen and other components of the reticuloendothelial system. Consequently, antibody-coated platelets are prematurely degraded by the reticuloendothelial system, especially in the spleen (1). Since specific clinical and sensitive laboratory tests are not able to detect membrane autoantibodies, ITP is usually diagnosed as single thrombocytopenia with normal or high levels of megakaryocytes and absence of splenomegaly (4) . Most women with ITP have mild to moderate thrombocytopenia and approximately 30-35% of the cases require intervention during pregnancy (3). The disorder can be associated with both fetal and maternal morbidity and mortality (5) . In a study in England, the prevalence of thrombocytopenia was found to be 3.6%, but the mothers in this study had no sign of bleeding (6) . In a study in China, 11.7% of patients had thrombocytopenia and severe bleeding during labor, and 13.2% of newborns were thrombocytopenic (7) . Two studies in Iran reported the prevalence of thrombocytopenia as 8.8% (8) and 5.2% (9) . Pregnant women with thrombocytopenia are at risk of recurrence and the early diagnosis of the disease helps reduce its complications. We herein report a pregnant woman with ITP with the aim to review the latest evaluation and treatment methods for ITP in the third trimester of pregnancy.
CASE PRESENTATION
The patient was a 23-year-old G2 P1 woman with gestational age of 33 weeks and 4 days, who was referred to hospital due to reduced platelet count (21,000) in the pregnancy screening tests. She mentioned history of lowered platelet count since the beginning of pregnancy and has been treated for suspected lupus in the past two months. There was a long history of ecchymosis, petechiae, purpura and bleeding gum. Systolic and diastolic blood pressure was 120 mmHg and 60 mmHg, respectively. Physical examination was normal and there was no sign of vaginal bleeding or uterine contraction, and heart auscultation of fetus was normal. The patient was hospitalized with diagnosis of ITP. The patients received 60 mg prednisolone daily and 200 mg hydroxychloroquine twice a day. A gynecologist and a hematologist visited the patient and requested daily complete blood count with differential. Two packed cells were reserved for the patient. On the following day, the patient's platelet level reached 25,000 and his hemoglobin reached 8.5 g/dL ( Table 1) . The patient was put on total bed rest and was prohibited from intramuscular injections. A 24-hour urine sample was collected and there was no proteinuria. Abdominal ultrasound was performed and the spleen and liver had normal size. The results of fetal health assessment were normal. Perinatology consultation was done and there was no indication of pregnancy termination. The physician ordered monitoring for signs of preeclampsia and hypertension. In the case of emergence of the symptoms and failure to respond to hematologic treatments with pulsed corticosteroid and intravenous immunoglobulin (IVIG) and further drop of platelet count, the pregnancy termination would be considered. Later, platelet levels reached 19,000 and the patient was treated with corticosteroids (1 g intravenous methylprednisolone vial) daily for three days. In consecutive measurements, the patient's platelet count was within the 30,000 range. IVIG was started for the patient and continued for two days. Lupus and antiphospholipid syndrome were negative in the rheumatologic tests. Considering the lack of increase in the patient's platelet count (32,000) after drug therapies and the risk of drug resistance as well as increased possibility of spontaneous bleeding with a platelet count of less than 50,000, the patient was subjected to splenectomy three weeks later at gestational age of 36 weeks and 4 days. Cesarean section was done simultaneously for termination of the pregnancy. The patient was transferred to the ICU after surgery while stable and the wound site was normal. Within a few days after the surgery, platelet levels increased to 80,000. Finally, the patient was discharged in a good general condition two weeks after the cesarean section, and was prescribed 5 mg prednisolone daily. (10) . ITP is usually accompanied with petechiae, ecchymosis, mucosal hemorrhage (gum, nose, urinary tract and digestive tract) and menorrhagia associated with platelet counts (1). Our case had a long history of ecchymosis, petechiae, purpura and bleeding gum. To diagnose other factors associated with thrombocytopenia, preeclampsia, systemic lupus erythematosus and antiphospholipid syndrome should be ruled out (10) . In this patient, additional tests and examinations ruled out preeclampsia and rheumatologic disorders. Similar to treatment in non-pregnant women, corticosteroids and IVIG are acceptable for the treatment of ITP during pregnancy. Generally, corticosteroids are the first line therapy for pregnant women With ITP, and IVIG is applied to rapidly increase platelet count. Splenectomy may be considered as the second-line therapy for pregnant women with refractory ITP (1). In our case, despite the drug therapy with corticosteroids and IVIG, platelet levels did not increase. Thus, due to the lack of positive effects of the above therapeutic methods, the patient was ultimately subjected to splenectomy and cesarean section.
CONCLUSION
ITP should be considered in all patients who are first diagnosed with single thrombocytopenia during pregnancy, especially if the condition is detected before the third trimester and with platelet count of less than 50,000. Depending on the course of the disease, patients should be thoroughly monitored for platelet levels for timely treatment.
